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Application for Support
Name: _________________________________    
Address: _____________________________________________________

_____________________________________________________________
Phone: _______________________        Mobile: ______________________
Emergency Contact: ____________________________________________

Relationship to Applicant? ______________________________________
Date of Birth: __________________
Primary Disability: _____________________________________________

Secondary Disabilities/Illness:____________________________________

____________________________________________________________
Would you like Disability or Illness stated in your care plan?

□ Yes



□ No

Assistance Required:
□
Assistance to bed

□
Assistance out of bed

□
Turning


□
Adjustment/Settle

□
Urinary care/Bowel

□
Brushing Teeth
□
Shower


□
Dressing / Undressing

□
Charge Chair/Hoist

□
Medication

□
On call / Emergency Only   □
Other (please list below)
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________

Number of visits required per night?  _________ 
Number of visits required per week? __________
What would be your Ideal visit time/s? _______________________________

______________________________________________________________
How long do you expect a visit may take? ____________________________
Do you have DHS funding or any other type of funding?
□ DHS                   □ Other (please state) _____________________________

Where and to whom are invoices to be sent?
Name: _____________________________________________________________

□ Mail 

Billing Address: ________________________________________________________

or 
□ Email 
(Email address):_______________________________________________________

Please indicate your preferred correspondence method:
□ Phone     □ Mail      □ Email (Email Address) _______________________________
Please note that the Service will be provided within our available resources. In the event that the service is experiencing difficulties in this area, alternate arrangements may be sought.

Do you have alternate support arrangements? (In case Nightlife can not provide the support requested on a certain night)

______________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
Signed ___________________________     Date: ______________

If this form has not been completed by person requiring support, who should we contact to discuss this application with? 
Name: ______________________________________________________
Relationship to applicant: □ Case manager □ Guardian □ Family member □ Other
Contact phone no: (Work) ________________ (Mobile) _______________
Nightlife use only
Date application received: ______________________

Received via:

□ Mail

□ Email

□ Hand delivered

Date applicant was contacted: _____________________

Can Nightlife Support currently this person?

□ Yes

□ No (Please state why below)
Referred to: _______________________

Meeting date: ______________________

Completed by: ________________________  

Service Commencement date: ______________________
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